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Abstract 

The fact that general practitioner (GP) or psychiatrist understands the psychosocial eff ects 
of prescribing on the doctor-patient relationship is as important, if not more so, than knowing 
pharmacology. Any prescription of drugs modifi es the doctor-patient relationship. Drugs, 
especially psychotropic drugs, act on symptoms and change thoughts, feelings, and behaviors; 
they can create both physical and psychological dependency; they can discourage a deep 
search for real solutions, both on the part of the doctor and the patient; they can aff ect the 
doctor’s access to the patient and the problem will be out of their reach. Psychotropic drugs 
can make the eff ect of the doctor in himself as a drug more diffi  cult, favor an insignifi cant or 
problematic or little human relational context, where the GP/psychiatrist does not delve into the 
true meaning of the symptoms, and the patient tends not to get involved, to make an emotional 
withdrawal, to be passive before the prescribed drug, and can result in the chronifi cation and 
structuring of functional symptoms that become organic, with lack of cooperation of the doctor 
and the patient, and paradoxically with over-compliance or therapeutic discontinuity and the lack 
of pharmacological adherence, absences to appointments or delays or cancellations of visits, 
and the denial of responsibility of both the doctor and the patient.

Introduction
Doctor-patient relationship is a special type of human 

relationship that occurs in the clinical encounter between 
doctor and patient [1]. Probably one of the ϐirst studies on 
the doctor-patient relationship was carried out by Freud [2]. 
From that moment, and in an exponential way in recent times, 
this topic has been analyzed [3]. It is within the encounter 
and the doctor-patient relationship that the diagnosis is made 
and the treatment is decided. In other words, the doctor-
patient relationship is essential for the doctor to carry out 
the diagnosis and treatment [4,5]. And so, it is within that 
relationship where, very often, the decision to prescribe a drug 
occurs. This situation is probably especially more frequent 
in general medicine, where in addition to prescriptions as 
the end of a diagnosis, there are repeated prescriptions for 
chronic problems or repeated requests from patients, as well 
as the so-called derived prescriptions (prescriptions made by 
another doctor, generally a hospital consultant, who refers 
the patient to his or her general practitioner (GP) to repeat 
medications) [6].

There is a certain lack of agreement in the way of 
understanding and classifying the different types of doctor-
patient relationship. But, a key element, that is missing is the 
current reϐlection, it is the interference or modiϐication that 
the prescription of a drug can make on the doctor-patient 
relationship, which is something common in consultations.

It is classically admitted that the GP is itself a drug; he is 
the “doctor-drug”. The doctor-patient relationship itself has a 
therapeutic action. In other words, the relational context that 
the doctor creates in his care of the patient is itself a drug. 
The relationships and communications that he establishes 
with patients in the ofϐice work like a drug. The creation of 
this therapeutic context is the result of the doctor-patient 
relationship strategies in the course of the clinical interview 
for the diagnosis. Be it paternalistic, persuasive, or patient-
centered communication, etc., these strategies are “creating 
a therapeutic context” (or anti-therapeutic) [7]. Sometimes 
the relationship between doctor and patient is difϐicult or 
problematic; in these cases the “medicine” does not achieve 
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the expected results. This “drug called doctor” is powerful and 
can have many side effects. You have to know how to dose and 
prescribe it [8].

This therapeutic context has been reported to induce 
biomedical processes in the patient’s brain that may enhance 
or reduce the effects of chosen interventions. The context thus 
works as a drug, with real effects and side effects [9], and it 
must be remembered that the nocebo-placebo effect is also 
included here [10,11].

A pharmacological prescription whose decision is 
expressed by the doctor with great conϐidence, usually has a 
placebo effect; On the contrary, if the decision is considered 
of doubtful effect, it will frequently give rise, depending on 
the general context of the consultation and the personality 
characteristics of the patient, to a nocebo effect, with poor 
therapeutic results or pharmacological adverse effects (not 
chemically mediated, but psychosocially) [12,13]. Thus, when 
the general practitioner prescribes a drug, he should modify 
his “psychotherapy” or advice according to the patient’s 
pharmacological treatment; It is not appropriate to apply the 
same techniques -cognitive-behavioral in general- both in 
patients without drugs and with drugs [14].

On the other hand, the repeated prescription of drugs, in 
chronic problems or by reiteration of the patient’s demand, 
or by the prescription derived from a hospital consultant, 
and carried out by computer or electronic means, speciϐically 
modiϐies the doctor-patient relationship. This type of 
relationship symbolizes a “failure”, a “peaceful but hopeless” 
continuity, which maintains a status quo, but where both 
doctor and patient are defeated. It is a “tolerable but cold” 
doctor-patient relationship that is maintained for years, but 
with the conϐlicts of the problem always latent. Here, the effect 
of the “doctor itself as a drug” is very small, “homeopathic”, 
or almost non-existent; the patient comes only to “repeat 
her prescription”, not to make a consultation. In addition, 
the patient usually considers his repeated drugs as “his or 
her right”, and demands them thoughtlessly, and the doctor 
also prescribes them out of inertia. Any drug change, dose 
modiϐication, or withdrawal is troublesome. All this modiϐies 
the doctor-patient scenario and makes it difϐicult for the 
interpersonal relationship can go something beyond the 
superϐicial routine [8].

In this scenario, this brief article, which is a personal 
vision based on the author’s experience and on an 
opportunistic or non-systematic bibliographic review, aims 
to reϐlect and systematize some concepts about the effects 
of pharmacological prescription, especially of psychoactive 
drugs, on the doctor-patient relationship and its effects on the 
results of medical interventions.

Methods
For the literature review, a pragmatic approach was 

used that was based on a non-systematic or opportunistic 
narrative review considered the bibliographic references of 
selected articles and opportunistic searches on the Internet. 
A systematic review was not performed, and consequently no 
structured checklist (such as the PRISMA statement) has been 
used. This article should be understood as a personal view, 
based on the author’s experience and the literature review as 
described above.

Discussion
The bilateral relationship between distress and brain 
biochemical changes; Medical model vs. biopsychosocial

There is a well-established approach in medicine that says 
that if the symptoms of a disease are effectively eliminated, it 
can be assumed that the disease is being treated. This approach 
leads clinicians towards symptomatic treatment, which is 
more accessible and tangible than the internal experience of 
the patient. That is, to the prescription of psychotropic drugs. 
Obviously this vision is more typical of the mental health 
sphere, but it can rationally be extended to all the health 
problems attended by the GP.

Emotional distress leads to biochemical changes in 
the brain and thus thoughts, feelings and behaviors are 
biochemically mediated. However, the medical model assumes
that it happens the other way around, and that changes 
in thoughts, feelings, and behaviors are they caused by 
biochemical changes, and therefore, drug treatment will lead 
to improved distress. 

This bilateral relationship between distress and chemistry 
assumes that the external factors of life experience, 
relationships and events could be mitigated by the change in 
the psychological state of the patient. For example, a person 
with a certain range of symptoms may take steps to avoid 
them. Drugs change brain chemistry, decrease symptoms, 
reduce anxiety, and consequently affect a person’s thoughts, 
feelings, and behaviors. It is assumed that the person can 
therefore more effectively control his problem once his 
symptoms have been eliminated. The underlying assumption 
is not that the symptoms are an inappropriate or undesirable 
state, but that they do not have deep meaning.

In the bio-psycho-social model, symptoms are assumed 
to be something in relation to the person’s life. In addition, 
from this perspective, the disorder itself can be therapeutic, 
since the appearance of signs of distress, such as symptoms 
and changes in mood and behavior, which are caused in the 
individual, make him adjust his understanding of the self, his 
interpersonal relationships, or his life (Figure 1).

DISTRESS
BIOCHEMICAL 
CHANGES
IN THE BRAIN 

Figure 1: The bilateral relationship between distress and brain biochemical changes.
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Obviously, these models lead to different conclusions about 
the therapeutic options. In the medical model, the general 
practitioner (and the psychiatrist) sees the prescription of 
one or more drugs as mandatory, and is the resolution of the 
problem or distress the objective of drug treatment. In the 
biopsychosocial model, the GP and the psychiatrist recognize 
that feelings of emotional distress can be appropriate, 
unavoidable, and even acceptable, especially for a limited 
time.

The approach to the epidemiological chain of causality, 
in the medical model, is done on biochemical mechanisms 
through which all biopsychological processes are mediated, 
and the disease is seen as an imbalance that must be restored 
with drugs and leads to the idea that some people have to 
take drugs for the rest of their lives to maintain this balance. 
The need to confront internal psychological reality is also 
neglected.

Taking psychotropic drugs blocks the results of 
psychotherapies

The truth is that any pharmacological prescription (or 
deprescription) changes the doctor-patient relationship [3], 
and psychotropic drugs are a particular case with a special 
impact. The fact of taking drugs (especially psychotropic drugs 
and chronically repeated drugs) modiϐies the results of the 
educational counselling or the different psychotherapies; In 
other words: they can make the results of advice, counselling 
and psychotherapies very difϐicult, due to changes in thought, 
emotions and behaviors, mediated by the non-chemical 
psychosocial effects, but additive to the pharmacological ones, 
produced by the drugs [14] (Figure 2).

Thus, when the GP or psychiatrist prescribes one or more 
drugs, he must be aware that he is modifying his relationship 
with the patient, and that consequently he must re-tune that 
doctor-patient relationship so that “psychotherapy” or advice 
or psychopsocial effect that occurs within it is adequate and 
useful. Drugs can make the effect of the doctor in him as a drug 
more difϐicult, and favor an insigniϐicant relational context, 
where the doctor does not delve into the true meaning of 
the symptoms, and the patient tends not to get involved, and 
to make an emotional withdrawal being passive before the 
prescribed drug [14,15].

The patient who has been treated with psychotropic 
drugs and the symptoms of it have been alleviated, will 

be more reticent, or will be less motivated to seek real and 
possibly more painful solutions. For example, prescribing 
benzodiazepines for insomnia will make ϐinding the cause 
of insomnia more difϐicult. And so this concept is equally 
applicable for a great variety of symptoms.

In general terms, drug treatment is aimed at changing the 
biochemistry and symptoms and consequently the mood, 
while counselling or psychotherapy that is produced from 
the appropriate doctor-patient relationship, works from the 
patient’s inner world to change the experience and perception 
of the health problem, and consequently eliminate the 
symptoms.

Symptoms are a focus of attention as they somehow indicate 
inner conϐlict or evidence that defensive systems have been 
activated. Symptoms are also the way in which the patient 
deϐines her problem: a way of making something accessible or 
available to someone. The patient may begin by describing her 
physical symptoms rather than saying how she feels. Physical 
symptoms can often be expressed through metaphors even 
though the patient is not fully aware of it. Symptoms appear 
in sets that collectively have special meaning. If symptoms can 
be easily understood in terms of being caused by or related to 
some experience or event, they can be tolerated even if they 
are severe.

Understanding the meaning of the symptoms provides the 
GP and the psychiatrist a way of accessing the problem that 
the patient brings up. Symptoms take on meaning in context, 
and can be seen as a form of silent communication with others 
[16]. It may be important for the patient to hold on to her 
symptoms as a way of deϐining himself, and until a broad sense 
of self is established, when attempting to eliminate symptoms 
they may still worsen. This is the reason why sometimes drugs, 
which are symptomatic treatment, often make the situation 
worse. GPs who work with patients taking drugs need to be 
more active to allow access to patients’ feelings. 

From the doctor-patient relationship to the drug-patient 
relationship

In this scenario, a dramatic and incorrect transformation 
of the doctor-patient relationship in general medicine and 
psychiatry is taking place. By prioritizing drug prescription 
over the interpersonal relationship (or in other words, the 
biomedical model vs. the bio-psycho-social model), the doctor-
patient relationship becomes exclusively in a pharmacological 
relationship: patient-drug relationship, or “drug dealer 
doctor”-patient relationship; where the doctor himself as a 
drug is excluded. This impersonal model of care can be readily 
accepted by the GP, because medications are used to avoid 
being with people, and being a doctor as a drug dealer is easier 
than showing ourselves to be human [17,18].

Conclusion
In summary, that the GP or psychiatrist understands the 

DOCTOR-PATIENT 
RELATIONSHIP

THERAPEUTIC 
CONTEXT

PSYCHOTROPIC DRUGS 
PRESCRIPTION

Figure 2: Psychotropic drugs prescription block the positive eff ects of the doctor-
patient communication and relationship.
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psychosocial effects of prescribing on the doctor-patient 
relationship is as important if not more than knowing the 
pharmacology. Psychotropic drugs act on symptoms and 
change thoughts, feelings and behaviors; they can create both 
physical and psychological dependency; they can discourage a 
deep search for real solutions, both on the part of the doctor 
and the patient; they can affect the doctor’s access to the 
patient and the problem will be out of their reach. Drugs can 
make more difϐicult the effect of the doctor in himself as a 
drug, favour an insigniϐicant or problematic or not very human 
relational context, where the GP does not delve into the true 
meaning of the symptoms, and the patient tends not to get 
involved, to to make an emotional withdrawal, to be passive 
before the prescribed drug, and can result in the chroniϐication 
and structuring of functional symptoms that become organic. 
It is necessary to reϐlect in clinical practice on the different 
“logics” or explanatory models or ways of understanding 
the disease (especially psychiatric, and mainly depression/
anxiety), and on the need for a comprehensive and adequate 
approach that allows understanding the dynamics of the 
disease and establish diagnostic and management strategies 
in general medicine and psychiatry that do not increase risks 
in the medium term.
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